•
No lateral scout view.
• Lead shield (Though of questionable use as does not reduce internal scatter).
• Use collimation of 1.2 mm (normally 0.6mm).
Appendicitis.
• Ultrasound is considered first line modality (though questionable in our practice).
• MRI is the examination of choice.
• If patient cannot get MR-then CT can be done.
• CT should be with oral and IV contrast.
• Use collimation 1.2mm, increase pitch.
• Low dose CT (KV 120-140, mA 100-160).
Urolithiasis
• Ultrasound is the first line modality.
• Ureteral jets should be seen bilaterally.
• RI should be done-RI of more than 0.7 or a difference of 0.4 in the presence of hydro is suggestive of obstruction (sensitivity 40-90%, specificity 90-100%).
• Transvaginal sonogram to look for distal calculi.
• MR urography is the second line test.
• Thick and thin slab MRU, coronal and axial T2 along with axial FS T2 images.
• Perinephric edema and renal enlargement is only seen with obstruction and not with hydro of pregnancy.
• Physiological dilatation characteristically effects middle third of ureters due to extrinsic compression.
• Low dose CT scan is the third line test.
• Less dose than limited IVP (especially later in pregnancy. The larger the patient more the dose than in an IVP) • Low dose CT scan should be done (KVp 120-140, mA 100-160).
• Limited IVP is the fourth line test. This consists of three x-rays -scout, 1 minute and 20 minute films. The dose if only these three are done is similar to low dose Ct but may be more if more x rays are needed.
Trauma.
Head, cervical spine and chest
• CT can be performed without concern to the fetus.
Abdomen and pelvis

•
Consider ultrasound as the first line examination. Evaluation is of solid viscera and especially free fluid (bilateral upper quadrants and pelvis).
• Sensitivity and specificity of US in blunt trauma in pregnant women is 61-83% and 94-100%.
• There are studies that show that with a negative ultrasound (no free fluid) 96% did not need any more xray imaging. The small number of false negative patients were diagnosed in 24 hrs.
• US of fetus is also done at same setting.
• However if ultrasound is positive or high clinical concern CT should be done (Consider dose reduction).
RADIATION RISK
• 1 RAD = 10 mGy.
• Maximum dose normally allowed in pregnancy: 5 mGy (1/10 normal person).
• Risks Associated with Radiation Exposure:
• Teratogenisis :
• National Council on Radiation Protection and Measurements, 1977:
• The risk [of abnormality] is considered to be negligible at 50 mGy or less when compared to other risks of pregnancy, and the risk of malformations is significantly increased above control levels only at doses above 150 mGy.
• International Commission on Radiological Protection:
• Prenatal doses from most properly done diagnostic procedures present no measurably increased risk of prenatal death, malformation, or impairment of mental development over the background incidence of these entities." In addition, the commission stated, "Fetal doses below 100 mGy should not be considered a reason for terminating a pregnancy.
• American College of Obstetricians and Gynecologists
• : Women should be counseled that x-ray exposure from a single diagnostic procedure does not result in harmful fetal effects. Specifically, exposure to less than 5 rad [50 mGy] has not been associated with an increase in fetal anomalies or pregnancy loss."
• Carcinogenesis:
• There is strong evidence to support increased childhood cancer risk from irradiation of the fetus in utero. The highest risk estimate is of 6% excess cases per gray of exposure. The largest case-control study showed an increased risk of all childhood cancers, the second largest study showed a larger risk of leukemia compared to that of solid tumors. According to one study, maternal imaging for appendicitis at their estimated CT doses may double the fetal risk of developing childhood cancer.
